children into Medicaid and separate state programs like Child Health Plus, considering in particular their applicability to New York State. It is written in the context of an invigorated public and private commitment to enroll eligible but uninsured children, which corresponds with recent federal and state laws that expand health coverage opportunities for children.
Effective April 15, 1998 , New York State began receiving $256 million in annual Title XXI funding under the federal State Children's Health Insurance Program, with nearly $2.6 billion expected over the next 10 years, to provide health insurance for children currently ineligible for Medicaid. The federal funding augments state support for the Child Health Plus program, which increased from $82 million in 1996 to $207 million in 1999. As a result of recent state legislation, subsidized health insurance under Child Health Plus became available on January 1, 1999, to families with gross incomes up to 230% of the federal poverty level, or $37,901 annually for a family of four. Effective July 1, 2000, eligibility will be expanded to families with gross incomes up to 250% of the federal poverty level, or $41,059 annually for a family of four.
To reach new and previously eligible but uninsured children, the nature and definition of outreach are undergoing a transformation. Efforts are shifting away from traditional methods, such as distributing fliers and media campaigns, and toward more targeted activities that facilitate individual enrollment. New federal, state, and private funds will support outreach opportunities that extend far beyond New York's previous experience. Current and enhanced enrollment objectives, while challenging, may be met through collaboration, innovation and building on past successes. The following are examples of outreach, marketing, and enrollment strategies cited in the guide that can be duplicated and expanded to meet enhanced enrollment objectives:
Providing assistance in completing application forms through community-based organizations, hospitals, employers, and schools.
A Yonkers public school runs a Family Resource Center, which is staffed by parent aides who are paid by Kraft Foods. The center provides assistance and referral services on a range of issues, including Medicaid and Child Health Plus. Aides offer parents classes in English as a second language and computer instruction and even accompany parents to welfare offices to advocate on their behalf. Immigrants may require specific outreach attention to address concerns they may have about reporting to the Immigration and Naturalization Service and a general distrust of government programs.
Linking public health insurance with other public programs, including the Women, Infants, and Children (WIC) supplemental nutrition food program; food stamps; school lunch; Head Start; Temporary Assistance to Needy Families; the foster care system; Department of Motor Vehicles; and voter registration. Streamlining enrollment and recertification by outstationing eligibility workers in nontraditional settings during nonbusiness hours, delegating nongovernmental workers to conduct the Medicaid interview, and improving the recertification process to ensure that children not only enroll in insurance, but also continue to have insurance as long as they are eligible.
Florida's Healthy Start Program links eligibility for Medicaid to eligibility for the school lunch program. A Chicago public school system is piloting a program that allows sharing

Allowing nongovernmental workers to conduct the Medicaid interview is an important strategy to enhance access to Medicaid and reduce the potential stigma and burden of a visit to the Medicaid office. The New York City Human Resources Administration, the local agency responsible for Medicaid eligibility, authorizes Mount Sinai Hospital's Resource Entitlement Advocacy Program (REAP) to conduct the face-to-face Medicaid interview. REAP also assists applicants and recipients in assembling the necessary documentation and submits the application package to the Human Resources Administration for eligibility determination. REAP has a 99.9% Medicaid application approval rate, and the Health Care Financing Administration has identified it as a model outreach program.
While New York State has made progress in broad-based outreach and marketing efforts, facilitated enrollment activities are the highest priority for future growth.
New programs with day-care centers, schools, and WIC sites offer promise. For the first time in decades, New York has the opportunity to provide near-universal coverage for low-income children. New federal and state laws authorize streamlined access to Medicaid and Child Health Plus, provide needed resources for innovative outreach, and demonstrate strong political support for enrolling eligible children. Communities around the country have showcased outreach initiatives that can be replicated and revised to meet the needs of other regions.
Promising local strategies may be particularly relevant for New York State, long a leader in children's health insurance.
At the same time, the strong currents driving welfare reform present a challenge to the State Children's Health Insurance Program enrollment mandate.
In many states, families are subject to conflicting messages: while they are discouraged from applying for cash assistance, they are encouraged to apply for children's health insurance. Eligibility workers driven by these potentially conflicting objectives may find it difficult to increase Medicaid enrollment for children. Given the universal commitment at the federal, state, and local levels to enroll uninsured children, the rationale for any conflicting initiatives should be revisited. 9 requires community-based public education, outreach, and enrollment for both programs; 1 and 9 stipulates the outstationing of authorized workers to help families complete the application enrollment process in geographically accessible community settings during nonbusiness hours. 7
The expansion has been lauded as an important step toward reducing the number of uninsured children statewide and improving their health coverage.
The New York State Department of Health plans to issue a Request for Proposals in spring 1999 to distribute the outreach funds available to New York communities. New funds will support outreach opportunities that extend far beyond New York's previous experience. In addition, the legislative provisions regarding outreach and enrollment outline a significantly streamlined process for families to access both programs.
Enrolling hundreds of thousands of uninsured but eligible children will require multilevel and coordinated strategies. Traditional efforts such as media campaigns, flier distribution, and hot lines will be an important first step in raising awareness. Under the new federal and state laws, however, the objective is to reach families not simply to inform them that programs exist, but also to provide individual assistance with the application process and to facilitate enrollment when authorized. Programs offering such assistance already exist in most states, but they have limited capacity. In this article, model programs are identified for replication and expansion purposes.
Coordination among organizations responsible for outreach and enrollment will also be critical. For example, an organization that distributes fliers and provides speakers for community meetings about the programs can funnel applicants to an agency that provides assistance with applications, which in turn can link with an organization with the authority to enroll children. Ideally, some agencies will have the capacity to conduct the full range of outreach and facilitated enrollment. Organizations will need to consider staffing and training issues in assessing their capacity to tmdertake enhanced outreach activities.
Many barriers to enrolling in child health insurance programs are well known.
Research has shown that eligible children are not enrolled in publicly subsidized insurance programs because their parents lack the knowledge that the programs exist or do not know that their children are eligible. Some research has indicated that Medicaid is associated with feelings of shame, s'9 although it is not clear if embarrassment or stigma would continue if the Medicaid enrollment process was improved. The foreign born, who are disproportionately eligible but uninsured, 1~ may be more likely to fear government programs than the native born due to fears of being reported to the Immigration and Naturalization Service, encountering future difficulty in obtaining citizenship, or facing deportation.
Other barriers include a general perception that the application process is burdensome and that applying will entail long waits and confusing paperwork, s
Recent changes in welfare and immigration laws pose additional barriers to families seeking health insurance for their children. 9'1] In New York and most other states today, families are subject to conflicting messages: while they may be discouraged from applying for cash assistance, federal and local governments are trying to bring children from those same families onto the Medicaid rolls.
Eligibility workers driven by these conflicting objectives may find it challenging to increase enrollment for children. 
AND APPLICATION ASSISTANCE
The following section outlines innovative outreach, marketing, and application assistance strategies, ranging from those that reach the broadest population, such as media campaigns, to those that target specific populations, such as students or members of congregations. While New York has made significant progress in outreach and marketing to date, the highest priority for future growth concerns facilitated enrollment activities, discussed in the section below on improving the application form.
Outreach and marketing strategies may include television or radio advertisements or information distribution through schools or the workplace. Application assistance refers to programs that help families with the paperwork necessary to apply or recertify. Outreach strategies that include application assistance are likely to be more effective in meeting current enrollment objectives than strategies that rely only on media campaigns and distribution of fliers.
At least two barriers to enrollment identified in the research literature can be overcome through outreach and marketing efforts: lack of knowledge and, to a limited degree, stigma. While parents often know that Medicaid exists, they may not know that their children are eligible. Children of working parents, those living in two-parent families, and those whose parents are foreign born are disproportionately uninsured, 1~ in part due to a misconception among parents that their work, marital, or nativity status causes their children to be ineligible.
Parents are generally less knowledgeable about the Child Health Plus program.
The stigma sometimes associated with Medicaid may also pose a significant barrier. Outreach efforts that unlink the public image of Medicaid and cash assistance, and that focus on the value of the Medicaid benefit, may encourage families to apply.
Additional barriers, including perceptions of confusing paperwork and a tedious application process, can be overcome with application assistance. Conversations with families and staff at community organizations reveal the importance of personal assistance in guiding families through the application process. Applications in some states are as long as 30 pages and require extensive supporting documentation that may be difficult for families to gather. Families receiving assistance with the application may be more likely to complete the application or recertification successfully.
BROAD-BASED EFFORTS
The following strategies reach out to broad segments of the public through non-health care settings.
On radio and television. Medicaid, through an automated system. While centralizing information on many benefits programs on one number seems ideal, the automated system has so many options that it is difficult for callers to know which button to press. Further-IN CHILDREN'S HEALTH INSURANCE 261 more, the system uses confusing language, referring to "HRA" and "benefits" rather than "Medicaid." To receive a Medicaid application, callers must navigate their way through numerous options. Waiting times can be extremely lengthy.
Operators gave callers information on Child Health Plus if they specifically inquired about it, but callers sometimes were referred to specific plan numbers rather than the general Child Health Plus line, and one operator referred a caller to a nonworking Department of Health number. While the Human Resources Administration number is not toll free, the automated system is available 24 hours a day, 7 days a week, and makes information available in Spanish.
With the forthcoming joint application for Medicaid and Child Health Plus, it will be important to coordinate the existing hot lines and to train hot line staff on the reforms.
IMPLEMENTATION AND DESIGN ISSUES FOR NEW YORK
Collaborations will be important components of effective outreach, marketing, Advertising could also highlight the greater ease of the process for working parents. In addition, eligibility information can be described more effectively in terms of income levels in dollars, rather than the federal poverty level75 which denotes poverty and public assistance.
Shame and fear are commonly occurring themes around public programs. Finally, well-designed outreach strategies that include application assistance will be a necessary, but not sufficient, component to increase enrollment of eligible children. Successful completion of an application and continued enrollment are likely to require a streamlined process, as discussed in the following section.
FACILITATING s163 AND IRs
To meet current and enhanced enrollment objectives, outreach efforts are likely to require less information distribution and greater emphasis on enrollmentlinked activities. It is helpful to think of different steps along a continuum:
information distribution by the largest number of organizations to raise awareness about programs, followed by application assistance offered by a more limited group, funneling into facilitated enrollment provided by a limited number of organizations with more extensively trained workers. This section identifies selected enrollment and recertification strategies that are likely to be effective for New York State; in addition, it highlights potential implementation challenges. In New York, applicants for Child Health Plus will need to be screened for potential Medicaid eligibility and enrolled when appropriate. In response to concern that some families will opt to remain uninsured rather than enroll in Medicaid, HCFA has emphasized that Medicaid-eligible children are not eli- The recent New York expansion stipulates the outstationing of authorized workers in community settings accessible to large numbers of eligible children.
These workers must be available during evening and weekend hours. The law authorizes outstationed workers to assist families in completing the application form, conduct the personal interview required for enrollment and recertification for Medicaid, and determine presumptive eligibility for Child Health Plus. 33
Outstationing has been available for pregnant women applying for Medicaid The outreach and enrollment worker does not wait for parents to approach her for help with child health insurance; rather, she reaches out to them as they drop off their children or pick them up from school. The work is labor intensive;
according to the Children's Aid Society, walking parents through the application process can last as long as 6 hours.
Under a new program that will be piloted in New York City in 1999 by
Statewide Youth Advocacy, day-care workers will be trained to help families apply for Child Health Plus and Medicaid using a joint Medicaid/Child Health Plus/WIC application and will be authorized to conduct the face-to-face interview required for Medicaid applications. Since many day-care workers themselves do not have insurance and may be eligible for Child Health Plus and Medicaid, this strategy includes a peer-based and streamlined approach that offers promise.
Another New York City pilot project under the auspices of the Washington
Heights Child Vaccination Program Network will locate volunteers in community-based organizations to assist families in initiating the application process.
Volunteer students will screen families for program eligibility, conduct outreach, provide application assistance using the joint application form, and conduct the face-to-face Medicaid interview. CDF staff will review the applications for quality assurance before sending them to the local Medicaid office for final eligibility determination. This is a collaborative of the CDF, Columbia University, Alianza Dominicana, and other agencies.
While outstationing and delegating nongovernmental organizations to conduct the interview provide valuable options to families applying for health insurance, rural areas with limited Department of Social Services staff may lack the resources to place outstationed workers in locations that would yield few applications. Additional concerns with outstationing include the decentralization of the application process. As application sites increase in a county, Medicaid offices may be concerned about losing control over the quality of the applications submitted. Adequate training should be sufficient to address such concerns.
PRESUMPTIVE ELIGIBILITY
Presumptive eligibility is another method to facilitate enrollment of applicants into Medicaid and separate state programs. Presumptive eligibility refers to a preliminary determination made by a "qualified entity" that a child is eligible based on a declaration of family income without supporting documentation. for Medicaid, applicants must appear for an interview after the child is deemed presumptively eligible unless the entity making the presumptive eligibility determination is also qualified to conduct the face-to-face interview.
Presumptive eligibility is intended to improve access to timely health care, simplify the application process for families, and reimburse providers for services they provide to otherwise uninsured children. Presumptive eligibility is considered an effective tool for accelerating enrollment. A 1991 US GAO study found that states that had implemented presumptive eligibility and eliminated the Medicaid assets tests experienced the greatest increase in enrollment. 21
One problem associated with presumptive eligibility is the failure of some applicants to follow through with the application process by submitting the necessary documents. Arkansas seeks to overcome this problem by providing assistance to applicants during the process. 21 Local health department staff use a document checklist with clients and help them with Medicaid procedures. Staff found that clients follow through more frequently with this assistance.
Another concern surrounding presumptive eligibility is the potential for ultimate denials and error rates. Error rates are based on the percentage of applicants that initially are considered Medicaid eligible, but ultimately are deemed ineligible due to income or other requirements. Recent guidance from the HCFA indicates that states adopting presumptive eligibility for children on Medicaid will 
SUMMARY OF KEY |SSUES IN FACILITATING I~NROLLMENT
The application process for Medicaid and, to a more limited degree, Child Health at which a high proportion of enrollees is lost to the system.
IMPROVING THE APPLICATION FORM
Designing an application form that is easy to use is an important step in improving access to insurance. Strategies include combining the Medicaid and separate SCHIP program applications into a joint form, allowing mail-in applications, and simplifying, shortening, and translating application forms into languages other than English. The following section addresses these methods of improving the application form.
JOINT APPLICATION
The combined form is intended to simplify the application and recertification process for applicants, recipients, and staff. Joint applications can be particularly helpful for families who are uncertain about choosing the program to which they should apply. combining the three applications into one form, the form is considerably shorter and easier than the eight-page Medicaid application currently in use for all applicants except pregnant women and children. Families seeking additional benefits, however, such as cash assistance or food stamps, will continue to be required to use the more complicated, eight-page application form.
MAIL-IN APPLICATION FORMS
Submitting an application through the mail reduces the burdens associated with a visit to the Medicaid office, including the need to take time off from work, find child care, and arrange transportation. Mail-in applications also reduce the potential stigma associated with applying for Medicaid in person.
As of July 1998, 27 states had the option of applications by mail for Medicaid, with no requirement for a face-to-face interview. Five of these states have a follow-up telephone interview once the application is received. One state SCHIP representative who had previously worked in the state Medicaid offices considers mail-in applications to be beneficial to both agency staff and applicants. Mail-in applications cut down on staff time and can be used to augment outstationing efforts. In Virginia, advocates worked with state officials to ensure that the application design is user friendly, to prevent applications from being filed incorrectly.
While New York State's Child Health Plus applications may be mailed to plans, Medicaid applications may not be mailed to the Department of Social
Services. This is because New York State Medicaid law, which requires applicants to have an "interview," has been interpreted to require a personal or "face-toface" interview. An alternate interpretation might permit a phone interview.
With the new joint Child Health Plus/Medicaid/WIC application currently being piloted, applicants for Child Health Plus will maintain their existing mail-in option using the joint application. In contrast, Medicaid applicants will not be able to mail this same application, although it can be submitted to authorized workers in the community.
SIMPLIFYING AND SHORTENING FORMS
Long and confusing application forms pose formidable barriers to enrollment. Medicaid outstationing at job centers and literature distribution on continued
Medicaid eligibility for families not on welfare. Unfortunately, adding steps to the enrollment process at this time for any applicants may compromise the success of these outreach efforts.
Immigration is another area in which policies may be working at cross-purposes; immigrant families need to be assured that there will be no adverse consequences on their ability to remain in the US or to seek citizenship if they seek health coverage for their citizen or foreign-born children.
New York can maximize its chances of meeting new enrollment objectives by simplifying the messages sent to families and reinforcing whenever possible that health insurance is available for most families who cannot afford to buy it themselves. If local and state governments adopt policies that work at crosspurposes with the enrollment objectives of SCHIP and New York State's health insurance expansion, the resources and efforts committed to new outreach efforts may be wasted. Insuring a large percentage of eligible but uninsured children will require significant collaboration both within government and between the public and private sectors. Welfare reform. What strategies might address effectively the conflicting enrollment objectives of welfare reform and SCHIP?
